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L 000 INITIAL COMMENTS L 000

 The Medicare recertification survey was 

conducted from 5/10/11 through 5/13/11, in 

conjunction with the Hospice located on 4141 S. 

Swenson Las Vegas, Nevada 89119.

The survey was conducted in accordance with 42 

CFR Part 418 - Hospice Care Condition of 

Participation (Effective 10/10/11.)

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relieve that may be 

available to any party under applicable federal, 

state or local laws.
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